Abstract Ischaemic colitis typically presents with an acute abdominal pain and distension with bloody diarrhoea. However, this can vary and the condition is frequently missed or misdiagnosed, especially if the patient presents with chronic symptoms. Herein, we report a case of chronic presentation of ischaemic colitis in a 48-year-old man with a history of myocardial infarction. This report highlights the importance of having ischaemic colitis as a differential diagnosis whenever a patient with a history of arteriosclerosis presents with atypical chronic abdominal pain.
Introduction
The term ischaemic colitis was first described by Boley et al., and is now the most common form of ischaemic injury to the gastrointestinal tract [1, 2] . Ischaemic colitis is associated with a plethora of risk factors, including age >60 years and cardiovascular disease [2, 3] . The presentation can vary and the condition is often missed or misdiagnosed.
Case Presentation
A 48-year-old man was referred to the hospital with a 5-day history of worsening pain in his right iliac fossa. No history of vomiting, distension or blood in stools was given. Five years previously he had a myocardial infarction and underwent coronary angioplasty for his coronary arterial disease. Although not elicited at the time of admission, two siblings had evidence of vascular disease; this became clear during his investigations. He was a chronic smoker.
On examination, the patient's abdomen was soft with tenderness over his right iliac fossa without any guarding or rebound tenderness. Blood tests and ultrasound results were unremarkable and the initial diagnosis was acute appendicitis. The patient remained afebrile, and his pain subsided on conservative management; hence, was not offered any surgery. However, when reviewed 6 weeks later in the clinic, he still complained of the same pain.
A colonoscopy was then arranged to investigate his symptoms that showed a narrow stricture with a circumferential ulcer in the distal, transverse colon (Fig. 1) . This had the characteristic appearance of an ischaemic stricture. Biopsy of the stricture and ulcer confirmed benign ulceration with granulation and no malignancy.
A contrast CT (in preference to selective angiography) was arranged to determine the integrity of the splanchnic circulation. This confirmed an occlusion of the inferior mesenteric artery (Fig. 2) and oedema of his left colon. Coincidentally, during the course of his investigation, the patient's sister died due to acute mesenteric infarction causing bowel perforation.
In view of the ischaemic nature of the patient's left colon and with him being a known arteriopath, a colonic anasta-mosis was seen as unsafe with a high risk of anastamotic failure because anastamosis was completely dependent on the marginal artery of Drummond. Since his middle and inferior rectal arteries were patent, he was offered a total colectomy and ileorectal anastamosis.
The patient recovered well after his operation and was followed up in clinic few weeks later and has remained asymptomatic.
Discussion
The symptoms of acute ischaemic colitis tend to occur in a dramatic fashion with sudden pain and bloody diarrhoea. However, patients with chronic ischaemic colitis can present with a vague history and subtle symptoms that are difficult to diagnose.
Ischaemic colitis is more likely to occur in people more than 60 years of age; our patient, being 48 years old, was relatively young. He had an atypical clinical presentation that seemed to follow a chronic course. His ischaemic colitis occurred as a result of occlusion of the inferior mesenteric artery because of atherosclerosis.
With cardiovascular disease being the main cause of disease burden in the world [4] , it is important for doctors to be aware of the fact that cardiovascular disease, especially arteriosclerosis, is an important risk factor for ischaemic colitis, and to have a high index of suspicion whenever a patient with a history of arteriosclerosis presents with atypical abdominal pain, regardless of age. Undoubtedly, the threshold for endoscopic assessment of the colon in such patients should be lower when unexplained gastrointestinal complaints are present.
Despite treatment, the mortality rates of ischaemic colitis remain high [3] . Therefore, having a high index of suspicion, prompt recognition and goal-directed management are the principles of treatment. 
